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FOREIGN BODIES IN THE FOOD AND AIR PASSAGES 
AND EMERGENCY TRACHEOTOMY 


HENRY M. SCHEER, M.D., D-OL; F.A.C.S.; F.ILC.S., New York, N. Y.* 


At first thought following the reading 
of the title of this paper, the reading 
dental practitioner my feel that this sub- 
ject, though of academic interest, is not 
of clinical importance to himself. The 
occurrence of such foreign bodies as the 
title implies, has not happened in the 
practice of many dentists or dental sur- 
geons. Very likely, the use of emergency 
tracheotomy in the life of the average 
practitioner is also remote. Actually the 
occurrence of laryngeal aspiration or 
swallowing of foreign body in the prac- 
tice of the average dentist or oral surgeon 
is not so remote. This is truly a frequent 
occurrence, probably more frequent than 
the dentist cares to admit. Aspiration 
takes place often without his being aware 
of its happening. Often it happens even 
without the patient being conscious of 
its having occurred. The very fact that 
the latter can and does happen and the 
fact that such laryngeal aspiration may 
result in very serious and dire conditions, 
even to cause death, is sufficient reason 
for every dentist to be acquainted with 
the subject and be prepared to care for 
or advise his patient. 

The dentist who knows that his patient 
has either aspirated or swallowed a for- 
eign substance with which he may have 
been working should make such investi- 
gation as he may be able to, to locate the 
site of such lost foreign body. If certain 
that the substance was lost in the mouth 
of the patient and he is unsuccessful at 
locating it, the doctor should seek the 
assistance of someone in whose special- 
ized field such location may be completed 
and removal accomplished. Of course, 
when neither the dentist nor the patient is 
aware of the disappearance of the foreign 


* a) Clinical Professor in Ear, Nose and Throat 
Service, New York Polyclinic Hospital, 
Post-Graduate Medical School. 

b) Director and Attending Surgeon in Ear, Nose 
and Throat Service, Gouverneur Hospital. 
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substance and its aspiration, an interval 
will elapse between the time of its occur- 
rence and the diagnosis that such an 
incident did occur. In the latter event, 
such a diagnosis very frequently is not 
made until considerable discomfort has 
been suffered by the patient, and marked 
pathology has occurred in the part which 
the foreign body eventually reached after 
aspiration or swallowing. 

Such substances as the following, 
viewed from the dental aspect, may reach 
the esophagus or larynx and often fur- 
ther down into the tracheo-bronchial 
tree:- 

1. A dental burr. 

2. An extracted tooth or part thereof. 

3. An inlay being removed from or 

inserted into a tooth. 

4. A denture. The smaller the denture, 

the more possible is its aspiration. 

5. A hypodermic needle loosely at- 

tached to the syringe. 

6. Parts of impression material or 

filling material. 

7. Dental cotton rolls or pellets. 

The foreign body instead of reaching 
the tracheo-bronchial tree, may enter the 
esophagus. If small enough it will not 
be impacted into the esophagus, at either 
of two normally narrowed portions of the 
esophagus. The upper normally narrowed 
part, known as the ‘‘pinch-cock”’ is at the 
cricopharyngeus just behind the cricoid 
cartilage. The lower normally narrowed 
part is at the distal end of the esophagus 
as it enters the stomach through the crura 
of the diaphragm. Ninety-nine per cent 
of obstructing foreign bodies in the 
esophagus will be found at the crico- 
pharyngeus and can be removed by .eso- 
phagoscopy. Smaller foreign bodies will 
enter the stomach and may pass out of the 
bowel. If large enough not to pass 
through, the foreign body will remain in 
the esophagus until removed or until it 
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causes pathological disturbances requir- 
ing intervention. 

Initial symptoms of foreign body in 
the esophagus are choking, gagging, 
coughing, and wheezing often followed 
by a symptomless period. Cyanosis is not 
uncommon. Asphyxia may terminate the 
case in the initial stage. Pain is not felt 
when the foreign body is in the bronchi, 
rarely when in the trachea. It is felt when 
in the esophagus on each swallowing act. 
Symptoms referable to the air passages 
may occur when a foreign body erodes 
the esophagus into the trachea or bronch- 
us; or by trauma inflicted on the larynx 
during attempted removal. 


PATHOLOGICAL CHANGES DUE TO 
FOREIGN BODY IN THE BRONCHI 


Some substances, such as high caret 
gold, cause little or no reaction unless by 
reason of size or shape, they cause bron- 
chial obstruction. Pathological changes 
may be summarized as follows:- 


1. A smooth metallic non-obstructing 
foreign body will produce at most 
a slight local congestion of vessels 
in the part of the mucosa in contact 
with the intruder, as long as it re- 
mains smooth and non-obstructive. 

2. When a metallic substance is rough 
and obstructive or becomes so by 
corrosion, localized inflammation 
and mucosal swelling may occur. 
This causes bronchial occlusion by 
a stop valve mechanism, which may 
precede complete bronchial occlu- 
sion. Shortly after occlusion of a 
bronchus, the tributary area, seg- 
ment, lobe or entire lung collapses, 
causing atelectasis without pneumo- 
thorax. If atelectasis persists for 
many weeks infective mucosal in- 
flammation begins in the atelectatic 
area because of lowered resistance 
resulting from absence of ventila- 
tion and drainage. The infective 
agents are the pyogenic bacteria, of 
which there are a few in the 
bronchi, too few and too weak to 
overcome the resistance of the 
mucosa as long as good ventilation 


and good drainage are maintained. 
Pus accumulates and a condition 
of drowned lung is established, that 
is to say, the natural passages are 
filled with pus. Abscess formation, 
with breaking down of the walls 
of the natural passages, does not 
develop for many weeks, often 
months of sojourn of this kind of 
foreign body. The period is even 
longer in the case of a smooth, non- 
corrosible, impervious foreign body. 

3. Vegetal foreign body causes vio- 
lent reaction in the mucosa, with 
much more rapid onset of atelec- 
tasis and drowned lung. 


FOREIGN BODY IN THE LARYNX 


A foreign body in the larynx may cause 
partial or complete obstruction. It may 
cause one or more of the following 
laryngeal symptoms:- hoarsness, croupy 
cough, aphonia, hemoptosis, wheezing, 
dyspnea, cyanosis, apnoea, subjective 
sense of foreign body. Obstructive for- 
eign body may be quickly fatal. 


TRACHEAL FOREIGN BODY 


A foreign body in the trachea may 
cause cough, hoarsness, dyspnoea and 
cynosis. Diagnosis is made by roentgeno- 
graphic examination and bronchoscopy. 


BRONCHIAL FOREIGN BODY 


Initial symptoms are coughing, chok- 
ing, asthmatoid wheeze. After a symptom- 
less interval, cough either non-productive 
or with blood streaked sputum. Metallic 
taste or special odor of the foreign body 
may be noted. Non-obstructive metal for- 
eign bodies may cause atelectasis, drownea 
lung and eventually lung abscess. Lobar 
pneumonia is a rare sequel. Every acute 
or chronic chest condition calls for ex- 
clusion of foreign body. 


TREATMENT OF FOREIGN BODIES 
IN THE DEEPER AIR AND FOOD 
PASSAGES 


Generally it may be stated that if the 
foreign body is in the larynx it should 
be removed by direct laryngoscopy. If 


[4] 


remov: 
it cans 
the tr 
moval 
the es¢ 
Waitir 
danget 
with 
tremel 
trachec 
fluoros 
attend 


FORE 


Fore 
remove 
and in 
throug. 
natural 
by adn 
in diet, 

Prog 
that u 
trachea 
prove { 

Abo 
foreign 
99 perc 
can be | 
the mo 
moval « 
complet 
have se 
The pul 
body i 
asphyxi 

In th 
in 1915 
ing a 
and wh 
time to 
fection. 


coughin 
signs fo 
showed 
foreion 
of the 
Deta ‘lec 
detailed 
tory bre 
ing phy 


| 

| 

| 

i 

| 


removal is by indirect laryngeal mirror, 
it cannot be accomplished quickly; if in 
the tracheo-bronchial tree or lung, re- 
moval is by peroral bronchoscopy; if in 
the esophagus, by peroral esophagoscopy. 
Waiting for spontaneous expulsion is 
dangerous. Blind methods of dealing 
with esophageal foreign bodies are ex- 
tremely dangerous. Groping in either 
tracheo-bronchial tree or esophagus under 
fluoroscope is rarely successful and is 
attended with high mortality. 


FOREIGN BODIES IN THE STOMACH 


Foreign bodies in the stomach may be 
removed by peroral gastroscopy. Stomach 
and intestinal foreign bodies usually pass 
through the natural passages provided the 
natural protective means are not impaired 
by administration of cathartics or changes 
in diet. 

Prognosis :—Generally it may be stated 
that unremoved foreign bodies in the 
trachea, bronchi and esophagus ultimately 
prove fatal. 

About two to four percent of bronchial 
foreign bodies are coughed up. About 
99 percent of foreign bodies in the lung 
can be bronchoscopically removed through 
the mouth. In 98 percent of cases of re- 
moval of foreign body from the bronchus 
complete recovery occurs though it may 
have set up extensive pathologic changes. 
The public press reports show that foreign 
body is the cause of many deaths by 
asphyxia. 

In the days of the writer’s internship 
in 1915, one of his colleagues was suffer- 
ing a persistent non-productive cough, 
untel'eved by medicat’on of various kinds, 
and which could not be attributed at the 
time to any particular upper respiratory in- 
fection. After several weeks of persistent 
coughing with no very evident physical 
signs found, roentgenograms of the lungs 
showed the presence of a small metallic 
foreisn body in the lowermost portion 
of the lower lobe of the right lung. 
Deta‘led study of the films with further 
detailed questioning concerning the his- 
tory brought out the fact that the suffer- 
ing physician had been to his dentist 
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about five weeks before the onset of the 
non-productive cough and that the for- 
eign body was very likely a dental burr. 
In those days of over thirty-three years 
ago peroral bronchoscopy certainly was 
not as effectively practiced as at present. 
Under the skilled study and care of Dr. 
Sidney Yankower, the burr was thought 
to be beyond reach by bronchoscopy. 
More complete roentgenographic studies 
were being performed with the thought 
in mind of locating the foreign body as 
accurately as possible for removal by 
surgery via the chest wall. Today this 
would be unnecessary because of biplane 
fluoroscopy being used for localization 
accurately of the foreign body during 
bronchoscopy for removal of the foreign 
body. During the roentgenographic stud- 
ies the patient was placed on the table 
with the head and chest wall inclined 
toward the floor. The doctor in this posi- 
tion suffered one of his paroxyms of 
coughing and while holding his hand 
over his mouth, the dental burr was 
coughed up. Of course, all symptoms sub- 
sided thereafter. There is no question that 
postural condition of the chest helped the 
doctor expell the foreign body with pre- 
vention of a surgical procedure involving 
high mortality risk. Postural treatment of 
this nature should not be omitted at once 
after either the patient or the dentist 
knows that a non-obstructive foreign 
body has entered the airways, not delay- 
ing too long, of course, to proceed with 
application of all other methods for diag- 
nosis and location of the foreign body; 
if the foreign body is non-obstructive. - 
Another rather dramatic incident from 
which something may be learned, this 
time where a dentist was not involved 
and where an emergency tracheotomy was 
avoided occurred in 1919. The writer 
was in the company of one of his frater- 
nity brothers and after a meeting stopped 
for a snack at a small restaurant. At one 
of the tables opposite the author a group 
of men were eating. One of them sud- 
denly began to cough and choke. His 
friends slapped him on the back in an 
effort to help him. In less time than it 
takes to tell, the choking man was very 
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cyanotic and had slipped from his chair 
to the floor. The diagnosis was very evi- 
dent, an obstructing bolus of food had 
stuck in his airway. Near panic occurred 
among his friends calling for an ambu- 
lance. At this time the writer quickly 
spoke to his young but sturdy fraternity 
brother, who at that time was a junior 
medical student. Certainly waiting for 
an ambulance would have found the pa- 
tient dead. Having in mind to do an 
emergency tracheotomy at once, if his 
thought of procedure had failed, the au- 
thor asked his medical student friend to 
quickly raise the cyanotic patient by the 
feet, head hanging toward the floor. The 
writer, then with clenched fist, struck the 
breathless patient a forceful blow upon 
the sternum just below the clavicular ster- 
nal notch; in the patient’s hanging posi- 
tion the blow struck on the sternum 
above the sternal notch for the patient 
was upside down. With this forceful 
blow, compression of obstructed air in the 
bronchial tree and trachea occurred and 
with gravity helping, the obstructing 
bolus of food, already blood stained, was 
forced out of the patient’s mouth. The 
patient was laid on the floor. Immediately 
a deep breath was taken not only by the 
patient but by many present. The patient 
regained consciousness rapidly. This case 
is cited, too, for what one may do in an 
emergency. However, delay must not be 
invited for when an obstructed air way 
is suffered, death is impending. 

Another case which may be of interest 
is one of a choking woman from whose 
larynx a foreign body was removed by 
indirect mirror laryngoscopy. The per- 
forated metal top of a paprika shake-can 
accidently loosened from the can and fell 
into her thick puree soup. During the 
taking of her soup the foreign body 
lodged in her larynx causing her begin- 
ning asphyxia. Speedy removal as men- 
tioned avoided emergency tracheotomy. 

However, the occasion arises where de- 
lay in removal of an obstructing foreign 
body in the airway will cause death if 
the surroundings and the facilities for 
application of the above mentioned meas- 
ures rapidly are not feasible. Where 
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peroral bronchoscopy cannot very readily 
and speedily be applied, emergency 
tracheotomy should then be performed to 
save life. If the obstructing foreign 
body is lodged above the second trachea 
ring the patient's life will be saved. 
Under such conditions, no waiting for 
sterilization of the front of the neck or 
instruments but quick, calm, thinking and 
action should be used. The patient is 
placed on his back, with shoulders raised 
on a pillow or sand bag, or his head is 
hung over a stool or even over the knee 
of the operator, head extended and chin 
directly upward. Any available knife is 
held in one hand. The thumb and mid- 
dle fingers of the other hand are placed 
firmly on either side of the middle of the 
neck. Quick incision from the notch of 
the thyroid cartilage down to the supra- 
clavicular notch is made. The index fin- 
ger of the same hand is the guide to the 
depth to which the knife shall cut. This 
index finger now proceeds to feel for the 
tracheal rings, at the same time using 
some pressure to help control some of the 
bleeding. On locating the second tracheal 
ring, the knife should quickly but care- 
fully cut through the third and fourth 
rings. If a tracheotomy set is at hand, 
the Trusseau tracheal ring separator is 
used to separate the edges of the tracheal 
incision and the tracheotomy tube is in- 
serted. If the obstructing foreign body 
is above this point the patient may take 
his first breath and continue to breathe. 
If much delay has taken place, artificial 
respiration may have to be resorted to, 
even with the use of the pulmotor and 
oxygen if available. At this point bleed- 
ing from the wound should be controlled 
by pressure with gauze, or whatever clean 
materials may be available. Often a 
tracheotomy set is not available. Then 
quick thinking as to what should be used 
to insert into the incised trachea must be 
used. Shall it be a broken piece of foun- 
tain pen, a piece of rubber tubing found 
in the dentist’s office, a rubber catheter, 
or an improvized tube of rolled up thin 
metal to form a proper sized breathing 
tube? Once breathing is established, 
bleeding should be controlled by pressure 
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pressure 


and the patient removed to a hospital 
where the proper treatment and care can 
be applied from this point on. All of 
the above procedures in the emergency 
tracheotomy, from beginning to the time 
of insertion of the tube should take no 
more than a few minutes, if that. A few 
of the facts to be remembered in its per- 
formance, so as to avoid serious sequelae 
are:— 

1. Keep the tracheal incision below 
the second tracheal ring. This will 
avoid cicatricial stenosis of the 
larynx, which occurs frequently 
when the incision into the trachea 
is higher than the second tracheal 
ring or through the cricoid cartil- 
age. 

2. Caution with the use of the knife 
during incision through the tracheal 
rings, namely not to cut too deeply 
sO as not to injure or go through 
the posterior wall of the trachea, 
which is a joint wall for the trachea 
and oesophagus. Thus an opening 
into the oesophagus is avoided. 

3. There should be no fear of cutting 
through the isthmus of the thyroid 
gland. Bleeding can be controlled 
by pressure or clamps. 

4. There is no danger of cutting of 
the larger deep vessels of the neck, 
if the incision is made accurately 
in the midline as advised above, 
with the thumb and middle fingers 
of the other hand of the operator 
placed firmly to either side of the 
midline, with pressure outward by 
each of these fingers. To repeat, 
incision in the midline is vital. 

5. Aspiration of blood should not oc- 
cur through the tracheal opening if 
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the breathing tube is inserted quick- 
ly and carefully and packing 
snugly placed around the tube into 
the wound. 

In cases where the foreign’ body is non- 
obstructing but threatening complete ob- 
struction, and the symptoms are such that 
point to presence of breathing sufficient 
to the life of the patient, the patient 
should be removed to a hospital where 
an orderly tracheotomy can be performed. 
There the tracheotomy can be done as a 
completely planned surgical procedure 
under full aseptic conditions. 

In order to minimize the possibility of 
the occurrence of aspiration or swallow- 
ing of a foreign body, accidentally 
dropped into or left in the mouth of a 
patient in the dentist’s chair, and who is 
not under general anesthesia it may be 
advisable for the dentist to instruct his 
patient, how to shut off the mouth from 
the pharynx. This can be accomplished 
by having the patient raise the back of 
the tongue toward the soft palate and 
continuing to breathe through the nose, 
keeping the tongue and palate approxi- 
mated continuously while breathing. 
When no work is being done in the 
mouth and foreign substances are out of 
the mouth, the patient may then continue 
to breathe through the mouth. Most of 
the modern application of peroral endo- 
scopy has been advanced by Chevalier L. 
Jackson and his illustrious father, Chev- 
alier Jackson, the pioneer in this specialty 
of medicine. 

522 West End Avenue 
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PEMPHIGUS 


SAMUEL CHARLES MILLER, D.D.S., F.A.C.D., F.A.D.M.* 
Louis R. BURMAN, Ph.G., B.S., A.M., D.D.S.7 


New York City, N. Y. 


Pemphigus is a disease which affects 
the mucous membrane and the skin. The 
involvement usually eventually covers the 
entire body, and mouth lesions are fre- 
quently present before the skin eruptions 
appear. The mouth may be affected as 
much as a year before the disease is seen 
elsewhere on the body. The oral cavity is 
involved in practically all cases of pem- 
phigus, and even in those cases that are 
dismissed as arrested, one finds that the 
oral lesions usually remain. The disease 
} usually terminates fatally. 

; The lesions, whether on the mucous 
membrane or skin, have the same general 
characteristics. They first appear as small 

; reddened areas which gradually develop 

, into bullae. These bullae then break 
down with the escape of a sero-purulent 
material. The lesions then become eroded 

1 and covered by a desquamated layer of 

epithelium which peels away leaving a 

raw denuded area which is congested and 

painful. Following this stage, a heavy 
crusting may form, brown in color, which 
may cover the entire lesion. This crusting 
may not always be present, but is usually 
found at some stage of the evolution of 
the lesion if some healing is to take place. 

(See figure 4). Successive crops of blebs 

and bullae form, breaking down and con- 

fluescing until finally extensive denuded 
areas cover large surfaces of the body. 

Death usually results due to some sec- 

ondary involvement which takes root due 

to the debilitated state of the patient. 

i Pemphigus has been classified into five 

different types. 


1. Vulgaris 
(a) Acute—Bullae, 1-10 cm. in di- 


* Professor of Periodontia and Chairman of Perio- 
dontia Department, New York University Col- 
lege of Dentistry. 

+ Assistant Professor of Periodontia, Instructor of 
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ameter. Develop in cycles or suc- 
cession. Thin walled, translucent, 
filled with colorless or yellow 
fluid, they form a raw surface 
when broken and may be cov- 
ered by a membrane. These areas 
then become denuded. 

(b) Chronic—Bullae are larger and 
tense. Membrane is tougher and 
the bullae do not break easily. 
There is a tendency towards 
healing. 


Fig. 1. A typical bullus (bleb) 


Fig. 2. Ruptured bullae (blebs). Note raw 
denuded areas 
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2. Vegetans 
Appears the same as acute vulgaris, 
but then secondary vegetations form 
on the eroded surface. 

3. Foliaceous 
Bullae on skin only. Almost appears 
as a generalized exfoliative dermatitis. 
The lesions in this type do not de- 
velop denuded areas and later there 
is a generalized superficial scaling 
with the scales small and flaky. 

4. Eryithematodes 
This is a questionable type. It is not 
seen often. If the lesions remain lo- 
calized, it is called the erythematodes 
type. This type, however, usually 
changes to the vulgaris or foliaceous 
types. 

5. Conjunctivae 
Usually occurs on the mucous mem- 
brane and also on the conjunctivae. 
The lesions are usually small, tense 
blisters. The ereded areas formed do 
not enlarge and seem to heal well. If 
the lesions remain, they enlarge or 
scar. They do not bleed readily nor 
produce fibrinous exudates. Scarring 
of the conjunctivae is usually present. 


It is evident from a comparison of the 
various types that there is an overlapping 
of the clinical picture and it is often 
quite difficult to make a differentiation of 
a particular type. 

The etiology of the disease is unknown. 
It is said that women are more often af- 
fected than men and that the incidence 
of the disease is higher in the older 
group. Transmission of the disease in hu- 
mans has not been effected, although it 
has been successfully done in animals. 
The disease is now thought to be caused 
by a virus. Recently there was a report 
on pemphigus neonatorum, also called 
bullous impetigo. This should not be con- 
fused with the pemphigus herein de- 
scribed. This disease is infectious and 
contagious and may occur in epidemic 
forms in hospitals and institutions in the 
newborn. In this disease while there are 
blebs and bullae present which simulate 
pemphigus as we see it, the differentiat- 
ing characteristic is the finding of staphy- 
lococcus aureus in these blebs and bullae. 


Less frequently streptococci have been the 
cause. 

Diagnosis of pemphigus is made by 
clinical examination and biopsy. In some 
instances Nikolsky’s sign may be used. 
This is a forcible stroking of the skin or 
mucous membrane with the finger or a 
tongue depressor. A positive sign is the 
formation of a bleb or the separation of 
the superficial layers of the stroked skin. 
The Pels-Macht test has also been used. 
The criterion of this test is the toxic ef- 
fect of the vesicular fluid or blood serum 
of affected patients on the growing roots 
of lupine seedlings. These are then com- 
pared with the root growth of similar 
roots grown under standard conditions. 
A phytopharmacologic index is arrived at 
which is said to be an aid in the diagnosis 
and can be used to differentiate pemphi- 
gus from other skin diseases. Other aids 
are the sedimentation rate test in which 
the rate may be increased. Blood count 
may reveal an anemia or leukemia. Com- 
plement fixation tests have also been ad- 
vocated. 

Clinically, one will see the presence of 
erythematous spots, blebs, bullae, vesicles, 
denuded or eroded areas and perhaps 
crusting. (See figures 1, 2 and 4). Any 
or all of these may be present depending 
on the stage of this disease. Associated 
with these lesions may be pain, fatigue, 
loss of appetite and weight, nervousness 
and pruritis. The mouth should always 
be examined for in our experience we 
have practically always found oral lesions 
present. These may be found on any part 
of the mucous membrane. The lesion is 
the same as is found on the cutaneous 
surfaces except that the membrane cover- 
ing the bullae in the mouth is usually 
whitish or opaque in color. The typical 
bullus is not often seen on the oral mu- 
cosa due to the warmth and moisture 
present in the mouth. (See figure 3). The 
bullae rupture easily, bleed freely and 
the mucosa appears shredded. Eroded 
areas are common. Crusting of the mu- 
cosa is not often seen. There is marked 
salivation, a fetid odor, pain, and difh- 
culty in swallowing. Burning or itching 
sensation may be present. Often the le- 
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Fig. 3. Denuded tongue and whitish coating 


sions appear for several months or longer 
before dermatologic changes are apparent. 

Examination of microscopic material, 
according to Thoma, will show enlarge- 
ment of the papillary vessels in the cori- 
um with superficial cellular and edema- 
tous exudate which extends into the epi- 
thelium. Bullous cavities form in the 
stratum granulosum which contain a 
homogeneous substance often showing a 
fibrinous network. In some instances ery- 
throcytes, leukocytes and especially eosin- 
ophiles are contained in the fluid of the 
vesicles. It is important to note that bi- 
opsy material does not reveal an inflamed 
base. This examination is of little value 
after rupture of the bullae or when sec- 
ondary infection is present. (See figures 
5, 6 and 7). 

There is no specific treatment for pem- 
phigus. In most instances it is treated 
symptomatically and empirically. A few 
of the medications that have been tried 
unsuccessfully are: vitamins, penicillin, 
sulfadiazene, adrenal cortical extract, cod 
liver oil ointment, potassium permanga- 
nate baths, amigen infusions, blood trans- 
fusions, boric acid ointment, carborsone, 
desoxycorticosterone acetate, gentian vio- 
let, sodium chloride tablets, acetarsone, 
silver nitrate, liver extract, mucilage of 
acacia mouth wash, carbohydrates and 
proteins. 

Pemphigus should be differentiated 
from herpetic stomatitis, secondary luetic 
lesions, chronic fusospirochetal _infec- 


tions, diphtheria, erythema multiforme, 
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variola, epizootic stomatitis, allergies, 
drug eruptions and agranulocytosis. 

It is hoped that this brief summary, to- 
gether with the photographs shown will 
aid the practitioner in making an early 
diagnosis of the disease. 


CASE REPORT 
i. 
Female, age 25, Negress, born in U. S. 
History 
November 1946—Attended a hospital for 


whitish placques along side of tongue. These 
were treated with silver nitrate for one 
week. During this week, the lesions spread 
and a sore throat developed with a slight 
adenopathy. 

December 1946—One month later, patient was 
admitted to a second hospital. The oral le- 
sions had persisted. She was now treated 
with penicillin lozenges and a mouthwash. 
The tongue became heavily coated with a 
whitish membrane. She stayed for four days 
during which she developed ‘‘pink eye.” 

January 1947—Patient was admitted to a third 
hospital. The tongue was denuded in some 
areas and coated in others. A generalized 
skin eruption of small blebs was present. 
Treatment consisted of application of boric 
acid ointment and the administration of pen- 
icillin and sulfadiazene. The patient was dis- 
charged on March 13, 1947 with the skin 
lesions cleared but the tongue lesions pres- 
ent. She had been hospitalized for three 
months. 

April 1947—Within one week after discharge, 
the skin lesions reappeared. Patient was re- 
admitted to the hospital. Some of the skin 
lesions were crusted and brown in color. 
Blebs and bullae were present on the torso 
and extremities. The lesions on the buttocks 
were broken down leaving denuded areas 
with some secondary infection. Orally there 
were raw surfaces on the buccal mucous 
membrane, tongue and palate, some covered 
with a grayish membrane. The odor was 
offensive. 


LABORATORY AND CLINICAL REPORTS 


Average pulse—95-110 
Average temperature— 
59-100.5 
Head—no dizziness, 
headache or fainting 
Eye—‘Pink Eye” exces- 
sive lacrimation . 
Heart—negative 
Lungs—negative 
G.I.—negative 


Urine—negative 
Blood—negative 
RH—positive 
Sugar—78 mg.% 
CNS—negative 
V.D.—denied 
G.U.—No menstrua- 
tion since 1/7/47 
Intercourse denied 
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TREATMENT AND OBSERVATIONS 


The course of the disease has been that of 
remission and exacerbation. Carborsone, de- 
soxycorticosterone acetate, with and without 
sodium chloride were used with no response. 
Transfusions with 500 cc. of whole blood 
seemed to have a temporary beneficial effect 
on the patient. After each addition of blood, 
the body lesions would clear up but would re- 
turn in a short while, more severe than before. 
In October 1947, the patient was still alive 
although quite uncomfortable. The skin lesions 
were extensive and in various stages. The 
tongue was madly macerated, the cheeks raw 
and bleeding and the lips crusted. 


Fig. 4. Crusting, brownish color. This stage 
is followed by healing 


CASE REPORT 
2. 


Female, age 31. Born in U. S. of Russian Jew- 
ish ancestry; married five months. 


History 


July 1947—Patient visited her dentist com- 
plaining of a small sore on the mucous mem- 
brane in the region of the lower right pre- 
molars. She was told that it was an abscess 
and to rinse her mouth with warm saline 
washes. The lesions continued to spread de- 
pite the application of gentian violet, hydro- 
gen peroxide washes and the administration 
of oral penicillin. 
August 1947—Received two injections of pen- 
icillin in oil. Patient then went on her va- 
cation and at this time developed skin le- 
sions, 
‘eptember 1, 1947—Patient admitted to the 
hospital on private physician’s diagnosis of 
Poison ivy and Vincent's angina. Her chief 
complaint was discomfort due to the body 


lesions and pain and discomfort on swal- 
lowing. 


The lips were swollen and brown crusts 
were present. A grayish white membrane 
covered the gingivae and cheeks. A few ul- 
cerations were present on the sides and un- 
dersurface of the tongue and there were a 
few erythematous areas on the palate. Blebs 
and bullae were present on the arms, chest, 
legs, umbilical area and vulva. 

Laboratory and clinical reports were all 
negative. 


TREATMENT AND OBSERVATIONS 


Consultation ruled out Vincent's angina. 
Tentative diagnosis by the dermatologic service 
was pemphigus or erythema multiforme. The 
oral lesions were swabbed with boric acid, a 
dental prophylactic treatment was given and 
mucilage of acacia was used as a mouthwash. 
There was a slight improvement for a day, 
after which the lesions became progressively 
worse. The skin lesions were treated with bena- 
dryl, pyribenzamine, calamine lotion, and pen- 
icillin, all without success. The body became 
practically covered with blisters and bullae, 
many breaking down leaving raw denuded 
areas. After 17 days, a definite diagnosis of 
pemphigus was made. Medications tried were: 
vitamin A, 50,000 units T.I.D., ascorbic acid, 
500 mg. T.I.D., cod liver oil ointment, high 
carbohydrate, high protein and fluid diet, and 
baths of 1/10,000 potassium permanganate. 
September 30, 1947—One month after admit- 

tance, while the patient was receiving a 

potassium permanganate bath, she went into 

shock and died. Autopsy was negative. 


CASE REPORT 
3. 


Male, age 51, Born in U. S. of Russian-Jewish 
ancestry, Married with children. 


History 


September 1, 1947—Three months previously. 
had perverted relations with a female and 
at that time he noted a slight burning on 
the upper surface of the penis. There was no 
lesion present. A month later there was an 
open sore on the penis. A physician did a 
serological examination which was negative. 
Patient received 21 daily injections of 300,- 
000 units of penicillin in oil. The lesion did 
not clear but no further lesions appeared. 
On the 21st day a bullus was noted on the 
chest which quickly ruptured leaving a raw 
surface. A dermatologist thought that this 
lesion was due to a penicillin reaction. 
When more lesions then developed, the pa- 
tient was hospitalized with a diagnosis of 
pemphigus. He had lost 20 pounds in 3 
months. On admission to the hospital there 
were vesicles and crusts on the lips covering 
a large area. Red ulcerative areas were pres- 
ent on the cheeks. A foul odor was present. 
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The entire body was covered with lesions 
in various stages from the erythematous 
areas to blebs, bullae, raw denuded areas 
and crusts. The face was also involved. 

Laboratory and clinical reports were all 
negative. 


TREATMENT AND OBSERVASIONS 


The disease became progressively worse even 
though there were periods of apparent healing. 
The following medications were tried: High 
carbohydrate and high protein diet, vitamin A, 
100,000 units, T.I.D., adrenal cortex extract 
5 cc., ascorbic acid 500 mg., T.I.D., liver ex- 
tract 2 cc., cod liver oil ointment applied to 
lesions, mucilage of acacia mouthwash. Death 


Fig. 5. Microscopic section of a pemphigus 

bleb. Early lesion containing a few polymor- 

phonuclear leukocytes. (Courtesy Dr. F. 
Weidman) 


Fig. 6. Microscopic section from a ruptured 
bullus. The remnant of the epithelial roof can 
still be seen attached at one edge. There is a 
superficial imflammatory exudate now present, 
but the deeper structures are still uninflamed. 
(Courtesy Dr. Lester Cahn) 


Fig. 7. Microscopic section of a bullus that 
appeared in the mouth. Edema has raised the 
entire epithelium from the stroma. The bullus 
is filled with blood cells, predominantly ery- 
throcytes. ‘he stroma is edematous and the 
vessels are dilated. There is practically no in- 
flammatory infiltrate except at one point where 
there is a circumscribed collection of lympho- 
cytes. (Courtesy Dr. Lester Cahn) 


occurred on October 7, 1947. Autopsy was 
negative. 
57 West 57th Street 
1235 Grand Concourse 
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MOUTH BREATHING: A CONTRIBUTING FACTOR IN THE 
ETIOLOGY OF GINGIVAL IRRITATION* 


THEODORE Lire, B.S.,D.D.S.+ 


Mouth breathing produces a deleterious 
effect upon the mucous membranes’ and 
gingival tissues of the mouth. The degree 
to which this abnormal method of respira- 
tion is present determines the amount of 
gingival inflammation. A decided gin- 
gival. irritation occurs regardless of 
whether mouth breathing is indulged in 
continuously or part of the time. Should 
this type of abnormal respiration con- 
tinue, there will result a progressive in- 
crease in the pathosis of the tissue. 

Any gingival disturbances, if left un- 
treated, may predispose to periodontal 
disease at a future date. This paper will 
discuss the causes, effects and treatment 
of mouth breathing in relation to tissue 
reaction. 


PHYSIOLOGY OF RESPIRATION 


In normal respiration, air enters the 
nose, and as it passes through the nasal 
passages is warmed, moistened and 
strained of impurities before it is con- 
veyed to the lungs, where it supplies 
oxygen to the blood. It is generally 
accepted that the air- while passing 
through the nasal passages serves a mani- 
fold purpose: namely, its presence and 
temperature contribute to the health of 
the mucous membranes covering the walls 
of the nose, the turbinate bones and the 
frontal sinuses. However, in no way does 
this action interfere with the delicate 
balance of pressure maintained between 
the tongue, on the inside, and the mus- 
culature on the outside of the dental 
arches. Rather, it allows normal closure 
thus permitting the jaws and the inclined 
occlusal planes of the teeth to sustain 
mutual maintenance and their harmonious 
© Presented as a postgraduate thesis, Department 

of Periodontia, New York University College of 

Dentistry. 


{ Assistant in Periodontia, New York University 
College of Dentistry. 


relationship during normal growth and 
development. 

When the mouth is kept closed 
through the course of respiration, the 
tongue is placed against the palate; there 
it remains against the palate forming a 
perceptible vacuum. In effect, this pro- 
vides a tension which exerts a downward 
force, consequently preventing the eleva- 
tion of the palate into the nasal cavity 
during growth. In addition, the tongue 
has attachments in the floor of the mouth 
which indirectly supports the mandible 
in its normal position, permitting the lips 
to remain in a closed position. Thus, the 
normal moulding influence of the lips, 
cheek muscles, tongue and anterior com- 
ponent of force go undisturbed in the 
development of the mouth. 


EFFECTS OF ABNORMAL RESPIRATION 


However, if mouth breathing does 
occur, there results -a derangement of the 
harmonious moulding pressures. Many 
authors agree that mouth breathing mani- 
fests itself in malocclusion and under- 
development of the face. In figure 1, 
the nose is small, short, with wings 
flattened, the cheeks pale and more or 
less sunken, the mouth is held open 
almost constantly, the upper lip is short 
and drawn up in the effort to breath, and 
fails to develop, being almost always 
smaller than normal, although regular in 
form; the upper arch becomes narrower 
than normal, and is usually lengthened, 
probably largely the result of the un- 
equal pressures from the muscles. Dur- 
ing breathing, the upper lip is drawn 
upward, thus it fails to exert restraint 
upon the labial movement of the upper 
incisors. The resultant protusion becomes 
more and more pronounced, because of 
the combined pressures exerted lingually 
by the tongue and the lower lips during 
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deglutition, and the repeated action of 
moistening the mucous membrance of the 
palate. 


ETIOLOGY OF MOUTH BREATHING 


A chart has been compiled attempting 
to classify the etiology of mouth breath- 
ing. This method of presentation will 
simplify this writer's position. It is not 
within the range of this paper to cover 
the effects of mouth breathing upon the 
skeletal portions of the face and skull. 
A thorough investigation of this phase 


has been ably done by those in the field 


of Orthodontia. 

The causes of mouth breathing vary 
from underdevelopment to abnormal 
function of the facial musculature, which 
is brought about by one or more of the 
following: nasal obstruction, habit, mal- 
occlusion, systemic disturbances and 
psychosomatic factors. Nasal obstruction 
may result from an irritation and thick- 
ening of the mucous membranes of the 
nose caused by acute rhinitis (head cold), 
chronic catarrhal rhinitis, chronic hyper- 
trophic rhinitis, atrophic rhinitis (poly- 
pi), and vasomotor rhinitis. Malforma- 
tion of the nasal septum, resulting from 
the heredity influence as well as traumatic 
injury may obstruct normal nasal respira- 
tion and induce mouth breathing. Led- 
erer? reports, “If the adenoid vegetations 
are at all large, they block up the pos- 
terior nares and render mouth breathing 
necessary. This results in the pinched 
nostril and half-open mouth giving a 
typical ‘adenoid facies’ appearance. The 
majority of children exhibit symptoms of 
nasal obstruction at about three years of 
age following a severe cold, influenza, 
measles or scarlet fever. The obstructive 
symptoms manifest themselves from that 
time and persist until after operation.” 
Other contributing factors producing 
nasal obstruction and inducing mouth 
breathing are: hayfever, neoplastic rhin- 
ites, syphilis of the nose, and the presence 
of foreign bodies in the nasal cavities. 

Childhood habits such as thumbsuck- 
ing, lip biting, tongue thrusting, finger- 
nail biting, etc., which prevent the normal 
closure of the anterior sphincter may pro- 


duce mouth breathing and its abnormal 
effects, which as heretofore mentioned 
result in the underdevelopment of the lips 
and cheeks. If these habits have con- 
tributed to a type of malocclusion which 
prevents the mouth from being kept 
closed, it will be essential that corrective 
measures be instituted to adjust the occlu- 
sion. The habit must be broken, and the 
patient taught to keep his mouth closed. 
Breathing exercises and muscular exer- 
cises of the lips and cheeks to strengthen 
the musculature, aid in restoration ot the 
proper function of the anterior sphincter. 

A point for thought is that malocclu- 
sion may produce mouth breathing, and 
mouth breathing may have its end results 
in malocculusion. 

Abnormal function of the musculature 
tending to induce mouth breathing may 
be due to direct traumatic injury during 
the period of development. Heredity 
must not be discounted as a contributing 
factor in any case of development. 


¥) Abnormal development of the muscula- 


“ture as well as of the facial bones may 
be the result of endocrine dysfunction. 
Wolf states,* “The development of the 
bones entering into the formation of the 
face and oral cavity is under the control 
of the ductless glands, notably, the thy- 
roid, pituitary, gonads and thymus. If 
discrepancy exists in the rapidity and 
force of these growth impulses, proper 
spacing, size, shape and occlusion of the 
teeth and normal shape of the palate are 
impossible.” In thymic hypertrophy, the 
tissues are poorly developed, as evidenced 
by greatly enlarged tonsils and adenoids, 
lymph nodes, and other lymphatic tissues 
contributing to nasal obstruction. Shour 
and Massler* state, ‘In hypothyroidism 
the denture appears prominent, and the 
nasal area appears sunken, as a result 
the paranasal sinuses are markedly re- 
tarded and under-developed.” Wolf,’ 
with regard to the relationship between 
anatomic deformities and endocrine dys- 
function, states: “A high narrow arched 
palate is a further sign of deficient embry- 
onic growth possibly resulting either from 
an unknown hereditary background or 
a pituitary deficiency, hypothyroidism or 
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thymic persistence.” Hence, we realize 
that endocrine dysfunction can contribute 
to producing malocclusion, speech dis- 
turbances and mouth breathing. 


“) Psychosomatic factors producing mouth 


breathing have as yet not been 
fully investigated. It is generally recog- 
nized at present that emotional tension 
will produce oral diseases. Miller and 
Firestone® believe this when they indicate 
that the disease may be brought about 
by a disturbance in the psyche. English 
and Pearson® have found, “There are 
children who present symptoms involving 
the function of the mouth and upper 
part of the gastrointestinal tract.” Anxi- 
ety, the result of an intrapsychic conflict, 
may produce disturbances of the functions 
of these parts and the resultant disfigura- 
tions may resolve themselves into further 
extension of the intrapsychic conflict. 
Unrealized aggressions may manifest 
themselves in the formation of habits not 
beneficial to the patient, such as a regres- 
sion to the oral phase behavior pattern 
of the individual. The habit factor has 
been discussed previously in relation to 
the possibility of inducing mouth breath- 
ing, by contributing to muscular dys- 
function. Intrapsychic conflict can pro- 
duce other symptoms, such as inhibitions 
and perversions resulting in abnormal 
use of the musculature, which may mani- 
fest themselves in hypotonicity of the 
muscles, and leave the individual vulner- 
able to mouth breathing. Thus when in- 
stituting treatment for mouth breathing, 
we must be conscious of the possibility 
of a psychogenic background. 

When confronted with a mouth breath- 
ing patient, we see that he may have 
the typical ‘‘adenoid facies,” characterized 
by a half-open mouth with protruding 
upper teeth and retruded lower jaw. The 
nose is usually small, which gives a wider 
appearance in the area of the nostrils 
(pug-nose). The nasal openings are small 
and rounded. The central portion of the 
face is diminutive and flattened, with the 
cheek bones less prominent. The, upper 
lip is under-developed and miniature in 
size. The lower lip is pendulous and 
thickened; both lips are usually dry and 


cracked. The lower portion of the face 
is expressionless, with the chin ‘small, 
rounded and receded (double chin type). 


EFFECT OF MOUTH BREATHING 
ON ORAL TISSUE 


Upon oral examination, the surfaces 
of the teeth are found to be coated with 
debris, materia alba and stains, which are 
particularly located at the cervical portion. 
Tartar and calculus can usually be detec- 
ted. 

The gingival tissues show signs of in- 
flammation usually in a uniform pattern; 
there is a triangular area of edema having 
its apex in the interdental spaces. The 
color and amount of irritation is depen- 
dent upon the portion exposed to the air 
and the amount of mouth breathing in 
which the patient indulges. The area 
affected may extend to the first molar 
region or even be generalized throughout 
the mouth. 

The mucous membranes are usually 
red, swollen and edematous. All of the 
areas exposed to the drying effects of the 
air are predominantly affected, excluding 
the areas that are protected and com- 
pressed by the lips, cheeks and tongue, 
which are, themselves lubricated by the 
saliva. A definite ridge of mucosa is often 
seen at the junction of the unprotected 
and protected area. Warwick® refers to 
this as “tension ridges.” The color ranges 
from a light red (early stages of active 
hyperemia) to a dark bluish-red (latter 
stages of passive hyperemia). The lower 
anterior teeth are not usually influenced 
because of the protection of the over- 
developed lower lip and the tip of the 
tongue which comes to rest on the lingual 
portion of the lower anterior teeth. The 
molar area may show signs of edema. 

Mouth breathing produces a markedly 
deleterious effect upon the gingival and 
oral tissues of the mouth. Leader’ dem- 
onstrates that nasal breathing produces 
a high, positive, fluctuating pressure in 
the nose and mouth during normal res- 
piration. His experiment consists of pre- 
paring a U bent tube and attaching at 
one end a sensitive manometer; placing 
the open end in one of the nostrils, and 
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marking the normal atmospheric level on 
a piece of paper attached to the mano- 
meter. A 2 mm. water column drop re- 
sulted during full inspiration; upon ex- 
piration, it was noted that there was a 
1 mm. rise in the water level. At this 
point, the results during respiration show 
a change of pressures in the nasal cavity 
only. When the breathing was done 
through the mouth there was scarcely any 
fluctuation indicated. Subsequently the 
tube was placed in the mouth, and res- 
piration was accomplished through the 
nose; there appeared a definite fluctuation 
of pressure in the oral cavity ranging 
from +1 mm. to —3 mm. Breathing 
through the mouth showed insignificant 
changes. Hemley® confirms the presence 
of a negative pressure in the oral cavity 
and a positive atmospheric pressure in 
the nasal cavity which is essential for 
normal growth and development. Occa- 
sionally, a pad of tissue may be seen pro- 
jecting from the cheek into the mouth 
over an edentulous area; this is further 
evidence of the negative pressures present 
when the mouth is kept closed. It creates 
a slight vacuum which draws the tissue 
inward. Consequently we find that there 
is a fluctuating pressure produced during 
normal respiration. Adversely, in mouth 
breathing, there occurs an equalization 
of these pressures. This aes partially 
account for the unhealthy state of the 
oral tissues, since the pumping-like pres- 
sures, as shown by the experiment are 
eliminated during oral respiration, which 
has its result in congestion and stasis of 
the circulation to the gingivae and mu- 
cous membrane. 

The most significant factor producing 
edematous and swollen gingival tissues 
is the drying effect, and frictional action 
brought about by the continuous passage 
of air over the tissues during respiration. 
Patients who indulge in oral breathing 
during sleep, will report that they awake 
sometimes during the night to get a drink 
of water, thus moistening their tissues 
artificially. Miller'® states, “The drying 
and irritation of the gingivae and oral 
mucous membranes by excessive heat has 
been seen commonly in the mouths of 


stokers, firemen, bakers, glassblowers, 
foundry workers and the like.’’ The con- 
tinued passage of air removes the surface 
moisture and calls into action a physio- 
logic response, There is an attempt by the 
tissue to produce a normal condition from 
within by attracting ‘more moisture. At 
first there results a vasodilitation of the 
arterioles and capillaries with an influx 
of blood and tissue fluids to the region. 
This stage of active hyperemia results in 
a slight reddening of the area. By osmosis 
and increased capillary permeability, 
fluids from the blood enter the tissue 
cells. At this point the tissue color is a 
light red and the tissue is slightly edema- 
tous. If the drying action continues, the 
second stage of venous congestion (pas- 
sive hyperemia) ensues. In venous con- 
gestion the blood accumulates in the 
venous network of the tissue. As the 
blood remains too long in the venules 
and capillaries, and fails to return to the 
lungs for oxygenation, there is a marked 
increase in the amount of reduced hemo- 
globin of the red cells. This disturbance 
results in the blood becoming more 
venous in type, with the tissue becoming 
more cyanotic. The resulting color is 
bluish, with a resulting range from blue- 
red to blue. Should this action continue, 
its consequence would be a loss of 
vascular tone combined with hypostatic 
congestion. 

In certain cases, depending upon the 
tissue reaction of the individual, there 


Fig. 1, Case 1. Female 28 yrs. gingivitis 
associated with mouth breathing. 
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may be an intermediate stage. Many in- 
dividual’s tissues react to chronic irrita- 
tion and inflammation by gradually mer7- 
ing into a process resembling neoplas.a 
and tumor formation. The intermediate 
stage may result in a proliferation, with 
an increase in the number of cells. Th’s 
action may become generalized throughout 
the affected area (see figure 1). With 
the presence of hyperplastic tissue, the 
treatment becomes more difficult, which 
necessitates, particularly with the utiliza- 
tion of conservative methods, a prolonga- 
tion of treatment. The increase in cells 
occurs in the connective tissues, with the 
hyperplasia in the fibrous tissue being 
predominately affected. The venous hyper- 
emia persists regardless of whether there 
is hyperplasia or merely hypertrophy (in- 
crease in the size of the cells due to the 
influx of tissue fluids). The tissue so 
affected will bleed easily upon slightest 
pressure. Patients complain that brushing 
their teeth results in profuse bleeding. 


TREATMENT OF GINGIVAL EFFECTS 
OF MOUTH BREATHING 


The recognition of mouth breathing as 
a contributing factor in gingival inflam- 
mation is of the utmost importance, since, 
without that knowledge, proper treatment 
of a permanent nature can not be in- 
stituted. As practitioners of Dentistry, 
it is our responsibility to recognize the 
causative factors, and when necessary, to 
consult with the rhinologist, endocrinolo- 
gist, orthodontist, otologist and physician, 
in order that a permanent cure may be 
effected. Hasty! reports, “I have in 
several instances seen complete change 
in appearance of the mucous membrane 
of the nasal passages after the proper 
orthodontic measure; had_ established 
needed ventilation and drainage.” It is 
evident that the mucous membranes and 
gingival tissues will return to normal it 
abnormal respiration is eliminated. 

Local treatment consists of restoring 
the tissue to normal tone. Eradication of 
all sources of local irritation must be 
considered immediately. This consists of 
eliminating debris, materia alba, stains 


Fig. 2, Case 1. One month later using Still- 
man’s toothbrushing technique after each meal. 


(see figure 2), and calculus. Should 
pocket formation be present, subgingival 
curettage should be instituted and pocket 
elimination brought about. Equilibration 
of occlusion should be done to remove 
any trauma present on the teeth. 

In pursuing treatment, we must take 
into consideration the resulting pathosis. 
Since mouth breathing eliminates the nor- 
mal fluctuating pressures, which force the 
blood from the gingival tissues, artificial 
means should be instituted to restore 
tissue tone. Proper toothbrushing and 
massage performed thrice daily after 
mealtimes will counteract this deficiency 
of stimulation. (See figure 3). The tooth- 
brushing technique we have found most 
successful is the method employed at the 
College of Dentistry, New York Univers- 
ity. This is a modification of the Stillman 
technique. The use of the Charters meth- 
od in the upper anterior region will assure 
massage to the areas primarily affected. 

The conservative approach is the most 
efficacious in restoring the tissue to nor- 
mal condition. Since there occurs an influx 
of fluids producing the edematous condi- 
tion, steps should be taken which will 
reduce the amount of fluids present. To 
bring about shrinkage of the enlarged 
tissue, Blass! suggests the use of a solu- 
tion of tannic acid, 50 percent in glycerin. 
“Apply on a rope of cotton or bibulous 
paper with a suitable applicator and allow 
to remain in the pocket for ten minutes. 
Withdraw the cotton or paper and have 
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Fig. 3, Case 1. Two months later continuing 
toothbrushing technique and application of 
petroleum jelly. 


the patient wash with hypertonic salt 
solution 5 percent for ten minutes.” Sug- 
gested procedure also includes the use of 
a 5 percent hypertonic salt solution mouth 
wash for home use four times a day. This 
may be compounded of a mixture of 
two and one-half teaspoons of salt in a 
glass of water. Both of these agents are 
dehydrating in action, and will tend to 
withdraw the excess fluids from the 
tissues. 


In following these phases of local 
treatment, there will result a reduction in 
the inflammatory reaction, and a partial 
return to normality of the tissue, color 
and tone. We have found, however, that 
it is necessary to use a protective covering 
over the tissue to restore it to complete 
normal color if mouth breathing con- 
tinues. (See figures 5 and 6). The appli- 
cation of the protective covering prevents 
the dehydration of the tissue which has 
been initiated by the continual flow of 
air during oral respiration. The most 
successful agent, to achieve the foregoing 
purpose, is the application of petroleum 
jelly. This is applied to the gingival tis- 
sues by the index finger with a vertical 
stroke to insure coverage of the inter- 
dental region. Many patients who are 
mouth breathers during sleep only, should 
apply the petroleum jelly before retiring. 
Habitual mouth breathers, however, must 
apply this agent before retiring and also 


Fig. 5, Case 2. Hyperplastic gingivitis associa- 


ted with mouth breathing. 


Fig. 6, Case 2. After 7 months of conservative 
periodontal treatment, toothbrushing and appli- 
cation of petroleum jelly. 
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after the brushing of the teeth. This pro- 
cedure must be continued until mouth 
breathing, per se, is eliminated. 


SUMMARY 


Mouth breathing contributes to gin- 
gival irritation. This is induced by de- 
creased gingival stimulation and dehydra- 
tion of the tissues. The cause of oral 
respiration is comprised predominantly, 
of nasal obstruction, habit, malocclusion, 
systemic disturbance, and psychosomatic 
factors. 

Treatment consists of two phases; (1) 
elimination of the etiologic factors, which 
may necessitate consultation with the 
other specialties in the practice of medi- 
cine; (2) local treatment, which is depen- 
dant upon the elimination of all the 
sources of local irritation, and providing 
protection and increased stimulation. 


Local treatment consists of : 

(1) Toothbrushing and massage 
(2) Scaling 

(3) Curettage 

(4) Equilibration of occlusion. 


Protection against dehydration of the 
tissues induced by the continual flow ot 
air is supplied by the application of pro- 
tective covering. Petroleum jelly has been 
used successfully. 


Etiological Factors in Mouth breathing. 
1. Nasal obstruction 

A. Irritation or thickening of the 

mucous membrane of the nose. 

Acute rhinitis (head cold) 
Chronic catarrhal rhinitis 
Chronic hypertrophic rhinitis 
Atrophic rhinitis 
e. Vasomotor rhinitis 


B. Bone and tissue changes (anatom- 
ical) due to pathology. 
a. Deviation of nasal septum 
1. Heredity 
2. Trauma 
b. Neoplastic rhinitis 
1. Benign 
2. Malignant 


c. Hyperplasia of Adenoid tissue 
(pharyngeal vault) 

d. Syphilis of nose 

e. Foreign bodies in the nasal 


cavities 


C. Mouth habits, keeping the lips 
and teeth apart. 
a. Thumbsucking 
b. Lip biting 
c. Tongue thrusting 
d. Finger-nail biting 
D. Abnormal function of the mus- 
culature. 
a. Direct traumatic injury 
1. Period of development 
2. Temporary 
b. Hypotonicity of the muscula- 
ture due to organic disease 
1. Hyperthyroidism 
2. Hypogonadism 
3. Nerve destruction 
c. Macroglossia 
1. Hyperpituitary 
2. Hypothyroidism 
d. Hereditary underdevelopment 
of the musculature 


E. Abnormal development of the 
musculature and the bones of the 
face. 

1. Endocrine dysfunction 
a. Pituitary deficiency 
b. Hypothyroidism 
c. Thymic persistence 
F. Malocclusion. 


Class II: Division I (Protrud- 
ing upper teeth, narrow arch, 
and high palate) 


G. Psychosomatic factors. sues 
1426 Kings Highway” 
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BLEEDING GUMS 


To the Editor:—What is the recent opinicn on causes and treaiment oi pyorrhea? 
A married woman aged 36, otinerw.se in exceilent healih, has had slightly bleed- 
ing gums for years. She has been iniormed that there is deep pocket formation 
and loss of alveolar bone around ali her teeth, probably due w pyorrhea. She 
has caken excellent care of her teeth, and had a weil balanced diet, including 
plenty of milk, fresh fruits and vegetables. Basal meiabolism and biood chem- 
istry tests are normal. She does have some malocclusion. YPeriodoniists advise 
the extraction of the most severely involved teeth (though they differ as to how 
many have to be removed) and claim that they can treat the remaining teeth 
and arrest the pyorrhea and thus the alveolar destruction. Other dentists are 
more skeptical of the outcome of periodontal treatment. The patient is par- 
ticularly concerned about the cause of the gum disturbance because her daugh- 
ter, aged 9, who has been carefully watched as to mouth hygiene, diet and 
vitamin intake, has recently shown evidence of bleeding gums. Is such a 
tendency inherited? Both mother and child have always been underweight. 

M.D., New York. 


ANSWER.—The causes of periodontal lesions may be classified for the most part in three 
categories; i. e., (1) dysfunctional, (2) irritative and (3) systemic or idiopathic, with the 
possibility of any combination of them. Under these headings may be grouped many individual 
factors, the principal half dozen of which, in order of importance, are traumatogenic occlusion, 
poor hygiene, calculus,, dietary deficiency, poor restorative dentistry and systemic causation. 

On the accurate diagnosis of the etiologic factor or factors will depend the rationale of 
successful therapy. Starting with the three categories, all the teeth and their supporting struc- 
tures must be placed in a state of equilibrium in which no tooth or its peridontium is subjected 
to stresses beyond its physiologic limits during normal masticatory functions. In this regard, 
the eradication of traumatogenic occlusion is of prime importance. In dealing with the second 
category, a program must be carried out to bring about the remission of all agencies contributing 
to inflammatory processes. The third and final category with systemic disturbances includes those 
conditions which might adversely alter the body metabolism. Failure to recognize some one 
active causative process may be sufficient to retard or completely forestall a satisfactory prognosis. 

The brief history of the case mentioned does not permit a specific answer. It would suggest 
that the active causes may be both dysfunctional and inflammatory because of the known mal- 
occlusion and gingival hemorrhage. The normal basal metabolic rate and hematologic findings 
point toward a local origin. As to whether a number of teeth need extraction or not, it could 
only be decided by direct examination of the patient. 

The role played by heredity in such cases might obtain only after all the commoner factors 
have been ruled out. In the child’s case, if the oral hygiene is really good, a tentative suggestion 
would be to examine her for obstruction of the upper respiratory passages, as mouth breathing 
is a fairly common cause of inflammation of the anterior gingivae in children. Again, since she 
is in the transition age between deciduous and permanent dentitions, the bleeding may be 
associated with eruption of teeth. 

From the J].A.M.A., Nov. 20, 1948. 
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Report of Dento-Medical Relations Committee 


A meeting of the Dental-Medical Relations Committee was held at the office of Dr. Henry 
M. Scheer, Chairman, on September 21, 1948. 

Present were: Henry M. Scheer, M.D., Samuel Charles Miller, D.D.S., Felix Boenheim, 
M.D., Sidney Sorrin, D.D.S., William Wolf, M.D., David Tanchester, D.D.S., Joseph S. Landa, 
D.D.S., Allan N. Arvins, D.D.S., and Hayes Martin, M.D. Other members of the committee 
who were unable to be present wrote expressing their regrets. These were: Duane W. Lovett, 
D.D.S., F. P. Lowenfish, M.D., Henry M. Goldman, D.D.S., W. A. Themann, D.D.S., E. M. 
Bluestone, M.D., and Irving Glickman, D.D.S. 

Dr. Scheer opened the meeting by reading the following proposed agenda: 

1. Associate Membership or Membership in their specific medical or dental professional 
organizations and societies, of which the Academy of Dental Medicine is probably the 
first to recognize that Dentistry is truly a specialty of Medicine. 

2. Bestowing of honors and recognition for outstanding achievements by the various med- 
ical and dental organizations of men in the specific professions and whose endeavors 
point to closer activities on the part of members of the two professions. 

3. The encouragement of appointment of dental interns at the various hospitals points to 
greater acknowledgment on the part of the medical profession for closer cooperation of 
the Dental Department to all the Departments of Medicine in the hospital. 

4. Establishment of greater number of Dental Clinics at greater number of hospitals will 
give greater opportunities to more dentists to come in closer contact with the Depart- 
ments of Medicine at the hospital and closer cooperation with the medical men in vari- 
ous departments. This would give opportunities for mutual benefit of the men of both 
professions with ultimate greater benefit to the patient. 

5. Closer cooperation between the pediatrician and the orthodontist will give more knowl- 
edge to the consulting men of the profession about their specific problems. So, too, can 
the internist cooperate with the dentist or periodontist, the otologist and laryngologist 
with the men practicing any branches of the practice of Dentistry. 

6. Courtesy of acknowledgment on the part of the physician or dentist to one another con- 
cerning the condition, case histories, laboratory findings, diagnosis, treatment plans, 
patient’s idiosyncrasies and progress of their mutual patients will enhance greater coop- 
eration and certainly will in the end help the patient in many ways. Diplomacy and 
professional courtesy on the part of men of both professions will enhance unquestionably 
the standing of the two professions in the mind of the public. 


7. The Annual Conventions of the district Dental Societies of the metropolitan area with 
the joint Committee of Members of the two professions at whose joint professional 
meetings both professions discuss problems of mutual interest have been most successful 
and of advantage to both professions. 

8. A practical step to further closer relations between the two professions would be the 
elimination of the feeling of obligation on the part of a physician or dentist for services 
rendered. Unfortunately, necessary things are neglected when services are not paid for. 
This should not be so, for if one undertakes to render service gratis because of profes- 
sional courtesy, the service should be such as if it were paid for at highest fees. Thus 
modest fees charged would be appreciated by both professions and the doctors would 
not be left at a loss to have to remunerate for services rendered as a courtesy. 

Dr. Miller stated that the dental profession appears to show a much greatér interest toward 
active cooperation between the two professions and asked for opinions as to the reason for this 
condition. 

Dr. Tanchester remarked that it was difficult to get the medical men to cooperate because 
of the pressure of practice except in instances of definite mutual interest. However, from the 
improved relations in hospitals and increasing recognition of the dental department in the admin- 
istrative scheme, a trend in that direction is definitely evident. 

Dr. Sorrin read an introduction from one of his papers pertinent to the subject under dis- 
cussion. In it he urgently requests better understanding between the two professions of their 
mutual problems. When proper respect for each other's opinions and requests for information 
are obtained both benefit. He suggested that one way to stimulate interest might be to send out 
a statistical questionnaire to both dentists and physicians relating to a problem of mutual interest. 

Dr. Landa remarked that perhaps many more physicians showed interest in improving rela- 
tions than were given credit for, but the rank and file of the dental profession need stimulation 


* Published for the interest of the membership upon suggestion of Executive Board. 
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along these lines. With so many of these latter delinquent in attending meetings and reading 
their literature, the purpose and ideas of dental-medical cooperation were difficult to convey. He 
felt that the physician who has a message for the dentist should be encouraged to write more 
frequently in dental journals. Regular appearance of such articles must of necessity be given 
attention eventually. Dr. Landa suggested that most of the spade work in stimulating the 
physicians’ interest must be done by the dentists. He felt that since so little time was given to 
dental subjects in medical schools, the physicians’ attention to dental problems must be stimu- 
lated, upon and after entering practice. 

Dr. Scheer remarked that the essence of the meeting seemed to be that some way to bring 
about a coming link of both professions at meetings and in the literature should be found. 


Dr. Martin spoke of the difficulty of accomplishing this. He remarked that as with the 
dental group many physicians, too, are remiss in attending lectures and keeping up with the 
literature. The specialists for the most part are interested solely in their specialties and should 
their field be remote from oral medicine, their collaboration could hardly be anticipated. Dr. 
Martin mentioned that roughly 60 per cent of the cases of cancer of the mouth appear first at 
the dentists’ office and for the most part the diagnosis missed. His responsibility in these cases 
is definite and lack of an awareness of the significance of these lesions may well result in delayed 
treatment and ultimate loss of life. He felt that a lecture on the subject, heard infrequently, 
stimulated interest for the morhent but rarely for more than that. He stated that it would be 
well to include a talk on mouth cancer repeatedly at dental meetings and to include it in a more 
forceful manner in the dental school curriculum. Failures as well as success in diagnosis should 
be given attention in statistical reports, so that the professions will know the seriousness of the 
problem. Dr. Martin offered to supply speakers from among his staff to assist in disseminating 
this information. He has noticed a growing interest among dentists in‘oral cancer by the num- 
ber of requests for clinics and is anxious to further this interest. 

Dr. Boenheim mentioned that the Academy might encourage dentists to supply adequate 
information upon request from the physician. He has found that too often a request for 
accurate dental information pertinent to the study of an endocrine case, for example, is either 
not submitted or poorly given. He agreed that a questionnaire should be circularized but on 
specific questions, i.e., incidence of periodontoclasia with endocrine dysfunctions. 

Dr. Wolf remarked that since about 70 per cent of all physicians are general practitioners, 


many of these would have a common interest in dental problems. He suggested that it is the 
duty of the dentist to teach the physician how to examine the mouth. 


Dr. Sorrin felt that more men should be brought into the medical schools who are equipped 
to evaluate what is important for the physician to know about the mouth. 

Dr. Miller emphasized that the Academy was not attempting to make physicians of the 
dentists nor vice versa. He suggested that important articles of mutual interest from various 
journals, medical and dental, could be sent out to the two professions. He suggesied that a 

rize be given by the Academy to the senior student of medical and dental schools showing the 
st aptitude in dental medicine. He also suggested that information be distributed in the form 
of a newsletter. 

Dr. Martin stressed the need for constant repetition. He pointed out that in the case of 
cancer publicity far less people die of cancerophobia than of cancer, and those who needlessly 
worry about having cancer would be sure to worry about something else if that were not a prob- 
lem. Dr. Martin invited all doctors interested in the cancer problem to attend his conferences 
at the Memorial Hospital at 444 East 68th Street, New York City. They are held each Thursday 
morning at 8:30. 

Dr. Landa thought that a dental meeting consisting of two speakers, one on a subject 
universally popular to dentists, the second on a less spectacular but nevertheless important asso- 
ciated medical subject would draw larger audiences than if the latter only were the paper of 
the evening. 

Dr. Martin felt that every important dental meeting of two or three days duration should 
include a paper on exhibit on cancer of the mouth, but constant repetition at every dental meet- 
ing would be overdoing it. 

Dr. Scheer concluded the meeting, thanking those present for their contributions. 

Conclusions: All present felt that best interests of both professions would be served by 
closer cooperative effort; that increased exchange of information should be included in the 
teaching curricula; that papers of mutual interest be distributed to the professions; that speakers 
be provided at meetings to stress importance of subjects of joint. interest: that prizes be awarded 
to undergraduates for aptitude in dental medicine and that questionnaires be distributed among 
the professions to stimulate interest of common problems. 


Respectfully submitted, 
HENRY M. SCHEER, M.D., Chairman 
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BOOK REVIEWS 


Brief Psychotherapy. A Handbook for Phy- 
sicians on the Clinical Aspects of Neuroses. 
By Betrand S. Frohman, M.D., with the 
collaboration of Evelyn P. Frohman. Fore- 
word by Walter C. Alvarez, M.D. Philadel- 
phia, Pa. Lea & Febiger, 1948. 265p. $4.00. 


This text on everyday psychotherapy is easy 
to read and easy to understand. It was written 
by a man who, for years, was in general 
practice, and therefore has remained interested 
in the type of patient who goes from physician 
to physician, never suspecting that he is in 
great need of a psychiatrist. The average 
doctor will read this book with interest, first 
because he will find in it descriptions of 
those patients whom he sees every day, and 
second, because he will be able to understand 
and take delight in the story as it unfolds. 

The text is well and interestingly written 
by a good teacher who knows how to arrange 
and headline his material. There is a mini- 
mum of Freudianism and bizarre interpreta- 
tions of symptoms, and the reader will have 
more confidence in Dr. Frohman when he 
sees that he is not a rigid, fighting protagonist 
for some ‘‘master’’ and his theory. Rather, he 
is a true scientist who has studied all the 
theories and has taken from each one whatever 
he has found of good. 

The sections on the contributions of Freud, 
Jung, Adler, Stekel and particularly Korzybski 
with his General Semantics will be very help- 
ful to the reader who has read a little about 
the work of these men but not enough to 
understand well what they have contributed 
to the science and art of psychiatry. 

Dr. Frohman uses brief therapy, lasting 
usually from twenty to thirty hours. Many 
physicians will say, “But I could never give 
a patient twenty hours of my time.” They 
forget that often they do just this, only they 
spread the hours over months and spend them 
on ineffectual and, at times, harmful treat- 
ment, misdirected because it may be based on 
a wrong diagnosis. This book is full of help- 
ful information, short thought-producing case 
histories and practical advice as to treatment. 


I. NEWTON KUGELMASS 


Congenital Malformations. By Douglas P. 
Murphy, M.D., F.A.C.S., assistant professor 
of obstetrics and gynecology and research 
associate in the Gynecean Hospital Institute 
of Gynecologic Research, University of Penn- 
sylvania. 2nd ed., Philadelphia, Pa. J. B. 
Lippincott Co., 1947. 127p. $5.00. 


“What caused the maldevelopment in. my 
child,” . . . “What are the chances that any 
subsequent child will suffer a similar fate?” 


Here is a book which answers these and 
similar questions which parents of congenitally 
defective offsprings are likely to ask of their 
family physician. It deals with the parental 
background from which defective children are 
likely to arise and thereby indicates the 
chances that any future children may be mal- 
formed at birth. A thorough five-year investi- 
gation forms the basis of this authoritative 
report. Dr. Murphy explains each step in his 
investigation, describing his materials and 
methods, discussing his findings and drawing 
conclusions from his observations. He indi- 
cates the cause of the infant's maldevelopment 
by presenting the evidence which labels the 
origin of the malformation as genetic or 
environmental. Case studies are tabulated to 
show clearly environmental influences and 
factors inherent in the germ cells prior to 
fertilization. 

Part I presents a random sample of families 
giving rise to congenitally malformed off- 
springs. Findings are clearly tabulated through- 
out and the genetic bases for malformation 
defined and separated from suspected influences 
as accurately as present-day knowledge permits. 
Part II deals with two groups of families. 
In one, the mothers chosen for consideration 
had been exposed to therapeutic amounts of 
pelvic radium or roentgen irradiation during 
pregnancies which went to term. Every mother 
in the second group considered gave birth to a 
malformed child and each mother had suffered 
from rubella after her child was conceived. 
Here the effects of therapeutic maternal pelvic 
irradiation and rebulla are listed and logical 
conclusions drawn. From the case studies in- 
cluded in this volume, very definite factors 
in the paternal background point to con- 
genital malformations of either genetic or 
environmental origin. Pithy, informative sum- 
maries of findings will aid the physician in 
determining what to say to the queries of 
the parents of malformed children. 


I. NEWTON KUGELMASS 


Otology, Rhinology and Laryngology. By 
Howard Charles Ballenger, M.D., F.A.C.S., 
associate professor of Otolaryngology, North- 
western University School of Medicine, 
Chicago, Ill. 2nd ed. enlarged and thorough- 
ly revised. 135 illustrations and 3 color 
plates. Philadelphia, Pa. Lea & Febiger, 
1947. 352p. $4.50. 


This revised edition remains the synopsis 
textbook on the diseases of the nose, throat 
and ear. It emphasizes anatomy, symptoms, 
diagnosis and etiology and adheres only the 
usually accepted local and systemic forms of 
therapy. In view of the increasing tendency 
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to interrelate some systemic disorders with 
the upper respiratory tract the author has 
added satisfactory chapters on headache and 
neuralgia. There is ample consideration given 


to conditions observed in children. Unfor- 
tunately, more emphasis is placed on surgery 
than on pathologic physiology. Illustrations 
present clearly the ramifications of disease. 
Ample space is given to functional tests of 
the senses involved. The book remains an 
outline of the diseases of the upper respiratory 
tract based upon a more comprehensive text 
by the same author. 


I. NEWTON KUGELMASS 


The 1947 Year Book of Pediatrics. Edited 
by Isaac A. Abt, M.D., D. Sc. Chicago, III: 
The Year Book Publishers, Inc., 1947. 
$3.75. 


A survey of the year’s progress reveals 
some fascinating advances in the mechanism 
and management of infants and children. 
Experimental evidence is presented that growth 
from birth is accomplished by an increase in 
the ratio of intracellular to extracellular fluid. 
There is the clinical contention that cow’s 
milk is preferable to human milk for pre- 
matures contrary to universal experience that 
breast milk is a life-saver in difficult feeding 
problems. There is renewed emphasis on the 
role of vitamin B complex and liver fraction 
in the management of the celiac syndrome. 


There are various clear-cut clinical pictures 
of developmental defects in the gastrointestinal 
tract. There is a chemical interpretation of the 
role of potassium in the management of 
infantile diarrhea. There are fine differential 
points in the diagnosis of mesenteric lympha- 
denitis versus acute appendicitis. The carrier 
problem in contagious disease is evaluated 
for infants and children. Newer methods in 
the early diagnosis of meningitis diminish 
the duration of treatment. Influenzal menin- 
gitis responds to streptomycin. Rheumatic 
fever is evaluated from all aspects for early 
diagnosis. Methods of eliminating poliomye- 
litis from the human mouth and nose are 
evaluated. The newer surgical methods of 
treating congenital heart defects are correlated 
with the clinical pictures at birth. The patho- 
genesis of erythroblastosis is given in terms 
of demonstrable rh antibodies. Respiratory 
emergencies in infants and children are dis- 
cussed from the standpoint of effective treat- 
ment. The management of bronchial asthma 
is considered in terms of the newer therapeutic 
agents. The concept of familial enuresis and 
its management is presented anew. The man- 
agement of lipid nephrosis is evaluated from 
the biochemical standpoint. The newer thera- 
peutic agents of epilepsy are clearly formulated 
for the various clinical types encountered. 
The book is a veritable mine of information 
in all aspects of pediatrics. 


I. NEWTON KUGELMASS 


A Letter from the Editor 


Dear fellow members: 


Your editors have been on the job for over two years now. We have tried to 


fulfill your need for live, useful information. To succeed in producing such a jour- 
nal, issue after issue we need your help. Each of you can serve as a contributing 
member of the board in many ways. Here are some suggestions. Write telling us 
what you's like to see in print. Is there some special phase of dental medicine you 
think would be of interest? Would you like a page devoted to ‘Questions and 
Answers”? We have among our members outstanding authorities in all branches of 
medicine and dentistry who would be pleased to answer specific questions of a dental- 
medical nature. How about some personal news? Your colleague is too modest to 
teil us about his achievements. Is he an accomplished musician, has he exhibited at 
art shows, is he being honored i> some special way? 

You secretaries of sections—‘cc the world know about your doings. We'll be 
your Bureau of Public Information. And you down there in Latin America, and 
up in Iceland and Canada and over in Africa. How are you chaps getting along? 
Do you think that because you're far away from our printing press you're out of our 
thoughts-—not at all. We want to know about you and your work and the only way 
we have to find out is for you to write us. Do it now. Snow us under with 
articles, letters of suggestions, criticism, news and views, we'll love you for it. 

With the best of Season’s Greetings and a Happy New Year to you all, 


Your Editor and Staff. 
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AMERICAN ACADEMY OF DENTAL MEDICINE 


Mid-Winter Meeting—December 5th, 1948—Hotel Pennsylvania, N. Y. 


The meeting was run as a Luncheon and Round Table Discussion. 


Eleven such discussions 


were followed by summaries to the entire assemblage by each discussor. Questions were answered 


following the summaries. 


to 


S. Sorrin, Chairman 


The following program was enthusiastically received. 


M. Auerbach W. M. Greenhut 
G. Bruns H. Roth 

L. Burman G. Witkin 

E. Fischer 


Program for December 5th Meeting 


. DAVID B. AST, D.D.S. 


Chief, Dental Health Section 
State of New York Department of Health 


MORRIS J. BOYER, D.D.S. 

a) Member of State Board of New Jersey 

b) Chief of Service and Attending Oral Surgeon, 
North Hudson Hospital of N. J. 


RUSSELL L. CECIL, M.D. 
a) Professor of Clinical Medicine, 
Cornell University Medical School 
b) Consulting Physician New York Hospital 
c) Attending Physician, Bellevue Hospital 


. HARRY E. EHRLICH, M.D. 


a) Adjunct Surgeon, Mt. Sinai Hospital in Charge 
of Head and Neck Surgery 
b) Assistant Editor of Cancer 


. EDWARD T. FISCHER, D.D.S. 


Instructor in Periodontology 
Tufts Dental School 


. HENRY H. HART, M.D. 


a) Associate in Psychiatry, Columbia University 
b) Attending Psychiatrist, Vanderbilt Clinic 


. MAX KIESLER, D.D.S. 


Research Committee, 
American Academy of Dental Medicine 


. H. D. KRUSE, M.D. 


Director of Milbank Memorial Fund 


. SAMUEL CHARLES MILLER, D.DS. 


Professor of Periodontia, 
New York University College of Dentistry 


. HENRY M. SCHEER, M.D. 


a) Clinical Professor in Ear, Nose and Throat Serv- 
ice, New York Polyclinic Hospital, Post-Grad- 
uate Medical School 

b) Director and‘ Attending Surgeon in Ear, Nose 
and Throat Service, Gouverneur Hospital 


. WILLIAM WOLF, M. D. 


Attending Endocrinologist, 
Misericordia Hospital 
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The Use of Sodium Fluoride in 
Caries Control 


Problems Associated with Third 
Molar Extractions 


Focal Infection 


Cancer of the Mouth 


Present Day Knowledge Concern- 
ing the Etiology and Treatment 
of Periodontal Disease 


Psychogenic Problems in Dentis- 
try 


Problems Related to Mouth Re- 
habilitation and Their Dento- 
Medical Complications 


Nutrition and Its Effect on the 
Dental and Periodontal Tissues 


The Role of Oral Diagnosis in 
Medical Treatment 


Dentistry and Otolaryngology 
With Discussion of Their Re- 
lated Problems 


How the Physician Can Cooper- 
ate With the Dentist in the Treat- 
ment Planning of a Case 


| 


ANNOUNCEMENTS 


Mid-Atlantic States Seminar in Oral Medicine 
22-27 May 1949 


Regional seminars in Dental and Oral Medicine have been held in the west and middle west 
for many years. They have not only increased the practitioner’s interest and knowledge in this 
increasingly important phase of dental practice but they have served to bring together clinicians 
and investigators of many branches of the health service professions related to Dentistry. 


The Mid-Atlantic States Seminar in Oral Medicine, offered by the Postgraduate Division 
of the School of Dentistry of the University of Pennsylvania, is the first undertaking of this 
nature on the eastern seaboard. This seminar will be held at Skytop Club in Pennsylvania's 
famous Pocono Mountains, 22-27 May 1949. The general theme of the seminar will be the 
clinical application of the biologic and medical sciences. The sciences of anatomy, physiology, 
pathology, and internal medicine as they are related to clinical practice will be emphasized. 


The clinicians include Dr. O. V. Batson on Anatomy as a Basis for the Practice of Dentistry; 
Dr. J. J. Comroe on Oral Physiology; Dr. Leon Collins on Internal Medicine for Dental Prac- 
titioners; Dr. H. F. Robertson, Jr. on Physical Diagnosis for Dentists; Dr. Kurt H. Thoma on 
Oral Pathology; Dr. Samuel Charles Miller on Etiology of Periodontal Disease; Dr. J. J. Hill 
on Antibiotics & Bacteriostatics; Dr. Herman Becks and Dr. J. L. T. Appleton. 

Attendance for participation is limited to members in good standing of the A.D.A., A.M.A., 
or similar or comparable groups. The fee for this seminar, including registration, lodging and 
meals for the five days is $250.00. Veterans who can furnish a satisfactory Certificate of 
Eligibility and Entitlement will receive a credit of $160.00 toward the total fee. Enrollment is 
limited. Applications will be accepted in the order they are received. 

For further information write—Dr. L. W. Burket, Director, Postgraduate Division, School 
of Dentistry, University of Pennsylvania, 4001 Spruce Street, Philadelphia 4, Pennsylvania. 


The Ohio State University Post-Graduate Courses In Dentistry 


The College of Dentistry of The Ohio State University is offering another series of post- 
graduate courses for dentists and dental hygienists for the Winter Quarter of 1949. Every effort 
will be made to give each applicant the course or courses desired, but because each group is 
limited to ten students, this is not possible in all instances. For this reason we suggest that you 
apply early and give an alternate choice. 


Schedule of Courses for Winter Quarter, 1949 


X-Ray Dr. Spangenberg January 10-14 

Oral Pathology Dr. Robinson January 17-21 
Partial Dentures Dr. Steffel January 24-28 
Periodontia Dr. Wilson February 14-28 

Full Dentures Dr. Boucher February 21-25 

Oral Surgery Dr. Snyder February 28-March 4 
Dental Caries Control The Staff March 7-11 
Anatomy of Head and Neck Dr. Edwards March 21-25 


Each course is given for five consecutive days, Monday through Friday. The charge for 
each course is $50 with the exception of Oral Surgery which is $100. All of these courses have 
been approved by the Veterans Administration and veterans may have their fees paid under the 
provisions of the G.I. Bill of Rights if they present their Certificates of Eligibility when regis- 
tering for the first time. Civilian dentists are required to send in a deposit of $25 with their 
applications. 

Further information and applications may be obtained from the Post-Graduate Division of 
the College of Dentistry, Ohio State University, Columbus 10, Ohio. 
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Periodontia Postgraduate Courses at N. Y. U. 


The following periodontia postgraduate courses have been announced for the Spring of 
1949, at New York University College of Dentistry. 


PERIODONTIA 123B (intermittent, evening-afternoon) 


This 20-hour course consists of a study of the following: etiology; pathology; diagnosis; 
prognosis of periodontal disease; equilibration of occlusion; gingival massage; instrumentation; 
conservative and radical treatment; acute necrotizing ulcerative gingivitis (Vincent’s Infection) ; 
drugs; diet; maintenance of mouth health; prevention, etc. Patient to be supplied by each 
registrant. 

Ten, weekly, two-hour sessions, Thursdays, 7.00 to 9.00 p.m. (for first four sessions- 
lectures) and 4.00 to 6.00 p.m. (for last six sessions-clinic). February 24 to May 5, 1949. 
Tuition $130.00. Books $19.50. Instruments approximately $68.00. Rental fee $1.00. 


PERIODONTIA 124 (continuous, morning-afternoon) 


This 90-hour course consists of a study of the following: etiology; pathology; diagnosis; 
prognosis of periodontal disease; equilibration of occlusion; gingival massage; instrumentation; 
conservative and radical treatment; acute necrotizing ulcerative gingivitis (Vincent's infection); 
drugs; diet; maintenance of mouth health; prevention, etc. 

Fifteen, six-hour sessions, daily, 9.00 a.m. to 4.00 p.m., June 5 to June 24, 1949. Tuition 
$300.00. Books $19.50. Instruments approximately $68.00. Rental fee $1.00. 


PERIODONTIA 122 (continuous, daily, one year) 

This one-year course consists of lectures, motion pictures, models, demonstrations with clin- 
ical practice in all phases of periodontal diagnosis and treatment, including conservative and 
radical techniques and equilibration of occlusion. Each registrant must acquire sufficient clinical 
experience to prove his skill in the handling of all phases of periodontal disease. He is also 
required to prepare an original thesis on a phase of the subject, this to be presented before the 
class for discussion. Courses in periodontia will be under the supervision of Professor Samuel C. 
Miller. Fully enrolled for 1948. ' 

One academic year, daily 9.00 a.m. to 4.00 p.m., September 20, 1948, to May 27, 1949. 
Limited to 4. Tuition $1,000.00. Books $26.00. Instruments approximately $90.00. Rental 
fee $1.00. 


Apply to: 
Director, Postgraduate Division 
NEW YORK UNIVERSITY, COLLEGE OF DENTISTRY 
209 East 23rd Street 
New York City, N. Y. 


New Jersey Section Meets 


A regular meeting of the New Jersey section of The American Academy of Dental Medi- 
cine was held at the Hotel Sheraton in Newark, New Jersey on November 23, 1948. Dinner 
was served before the meeting, which got under way at 8 P.M. 

Dr. Harold Gelhaar presided and Dr. Jack Englander introduced the speaker of the 
evening, Dr. J. Lewis Blass. The New Jersey Section was honored by the presence of Dr. 
Blass, who is the National President of the Academy. Prior to the scientific discussion, the 
speaker gave us some interesting facts about the workings of the organization. 

At the conclusion of his informative talk, Dr. Blass gave a scientific presentation on the 
use of a castile soap—urea combination liquid dentifrice for prevention of caries, and to desen- 
Sitize sensitive teeth. «He gave the formula to the members present and requested that they do 
their own experiments and make reports to him. 


There were 17 members present and the meeting was adjourned at 10 P.M. 
Respectfully submitted, 
LEsTER B. OLDER, D.DSS. 
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PORCELAIN FRED KIDA'S 


| JACKET CROWNS 2-TOOTH 


All-Porcelain 
BRIDGE 
Bridges 
For Anteriors 
Bridges 
All Porcelain * 


Bridges 
Our #1 
* = 
Restoration 
ACRYLIC 
Since 1922 
VENEER CROWNS * 
BRIDGEWORK 
ACRYPONTIC Meeting with increasing popularity with the dental profession 


(Gold Cusp, each year. Possesses strength, easy to prepare for, costs less 
than a coping bridge. Fracture percentage less than 1%. 

Saddle) 
ACRYDUMMY 

= carved and stained for beauty. Impression requirements are @ 

Gold clear plaster impression, copper band impression, and a wax 

Saddle) bite. It can ‘be constructed with or without a rest. Cuspid 

carrying lateral is best. For selected cases where the bite permits. 


Achieves maximum esthetic appearance, and is the most natural 
restoration. Carved in one piece for strength and individually 


All our technicians are 


bycared Rider very For the anterior region only, such as: central supporting lateral, 


- case is checled and re- or cuspid supporting a lateral. The cuspid supporting the lateral 
checked by Mr. Kida 
himaelt: is the most practical type to use. 


Send your case to us by Special Delivery Air Mail. 
It will be returned to you in a few days’ time! 


Private Reception and Shade Rooms for Patients 


PORCELAIN AND ACRYLIC RESTORATIONS 
= 
. 
4 
te 
= 
; 
Ct 
136 East 57th Street, New York 22, N. Y. *& Plaza 3-1286-2-8 ie 
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